sonality Disorders (DIPD-IV). Fair-good median interrater k (.40-. 75) were found for all axis II disorders diagnosed five times or more, except antisocial personality disorder (1.0). All of the test-retest k for axis II dis orders, except for narcissistic personality disorder (1.0) and paranoid personality disorder (.39), were also found to be fair-good. Interrater and test-retest dimensional reliability figures for axis II were generally higher than those for their categorical counterparts; most were in the excellent range (>.75). In terms of axis I, excellent median interrater k were found for six of the 10 disorders diagnosed five times or more, whereas fair-good median interrater k were found for the other four axis I disorders. In general, test-retest reliability figures for axis I disorders were somewhat lower than the interrater reliability figures. Three testretest k were in the excellent range, six were in the fair-good range, and one (for dysthymia) was in the poor range (.35) . Taken together, the re sults of this study suggest that both axis I and axis II disorders can be diagnosed reliably when using appropriate semistructured interviews.
They also suggest that the reliability of axis II disorders is roughly equivalent to that reliability found for most axis I disorders.
Reliability is a key element to any study of diagnostic differentiation and stability because it sets upper limits on measures of validity, including di agnostic stability. Interrater reliability is a test of whether different raters process and score the same patient material in a similar manner. Testretest reliability is more complicated and depends on consistency of pa tient self-report and interviewer differences in eliciting, understanding, and scoring clinical material. Kappa (k) values have become the standard measure of reliability in psychiatry because they correct for chance agreements. According to Fleiss (1981) , "for most purposes, values greater than .75 or so may be taken to represent excellent agreement beyond chance, values below .40 or so may be taken to represent poor agreement beyond chance, and values between .40 and .75 may be taken to represent fair to good agreement be yond chance. Using these figures as guidelines and following data de scribed in a careful review article by Zimmerman (1994) , most studies of the interrater reliability of the major axis II interviews designed to assess DSM-III/DSM-III-R personality disorders have found k values in the goodexcellent range (.62-.77J, with an unweighted mean k coefficient for any personality disorder being .75. Short interval (between one week and 10 days) test-retest reliability figures for these same instruments has been found to be somewhat lower. More specifically, most test-retest k values were found to be in the fair-good range (.45-. 69), with an unweighted mean k coefficient for any personality disorder being .56. Only for antiso cial personality disorder has an unweighted mean test-retest k value in the excellent range (.77) been achieved.
Despite the acceptable levels of reliability that have been achieved in the studies reported upon above, controversies have continued in the area of the assessment of axis II pathology. The most relevant continuing con troversy pertains to whether any of the several available interviews has su perior psychometric properties to the others. There are no clear cut an swers to this question, with all of the five main semistructured interviews (Structured Interview for the DSM Personality Disorders or SIDP [Stangl, Pfohl, Zimmerman, Bowers, & Corenthal, 1985] , Personality Disorder Ex amination or PDE [Loranger, Susman, Oldham. & Russakoff, 1987] , Diag nostic Interview for Personality Disorders or DIPD [Zanarini, Frankenburg, Chauncey, & Gunderson, 1987] , Structured Clinical Interview for DSM Personality Disorders or SCID-II (First et al., 1995] , and Personality Disor der Interview or PDI [Widiger, Trull, Hurt, Clarkin, & Frances, 1987] ) at taining adequate levels of reliability, particularly if used by their develop ers (Zimmerman, 1994) . This controversy is not as salient in the realm of axis I assessment.
Both the Diagnostic Interview Schedule (DIS) (Robins, Helzer, Croughan, & Ratcliff, 1981) and the Composite International Diagnostic Interview (CIDI) (Andrews & Peters, 1998) are reliable structured instruments designed to be used by lay interviewers. However, the Structured Clinical Interview for Axis I Disorders (SCID-I) developed by Spitzer and his colleagues in the early 1980s (Spitzer, Williams, Gibbon, & First, 1984) has become the standard for assessing the presence of the major axis I disorders by clini cally experienced raters.
Both the interrater and test-retest reliability of the DSM-III-R version of the SCID-I have been found to be adequate. In an interrater reliability study involving 54 patients rated by three interviewers (Skre, Onstad, Torgersen, & Kringlen, 1991) , all axis I disorders diagnosed at least five times obtained a k of .80 or higher, except simple phobia (.70 ) and social phobia (.72) . In a multisite test-retest reliability study (Williams et al., 1992) , lifetime diagnoses of bipolar disorder, drug abuse and dependence, anorexia, and bulimia attained mean weighted k in the excellent range (>.75). The k attained for the remaining mood disorders and substance use disorders in addition to the psychotic and anxiety disorders were in the fair-good range (.48-. 73).
The current study is part of a larger study of the longitudinal course of four axis II disorders (avoidant personality disorder, borderline personality disorder, obsessive compulsive personality disorder, and schizotypal per sonality disorder) and a comparison group with major depression and no notable axis II pathology. The rationale, sample, and methodology of the Collaborative Longitudinal Personality Disorders Study (CLPS) have been described elsewhere (Gunderson et al., 2000) .
The present study assesses the interrater and test-retest reliability of DSM-IV axis I and II disorders using the DSM-PV version of the SCID-I (First, Spitzer, Gibbon, Williams, 1996) and the Diagnostic Interview for DSM-PV Personality Disorders (DIPD-PV) (Zanarini, Frankenburg, Sickel, & Yong, 1996) . We chose to use the DIPD-IV because of the relatively high in terrater and test-retest reliability of its parent interview, its relative ease of administration, and the significant advantage of having its developer over see reliability training. We also selected the DIPD-PV because it could eas ily be modularized for follow-along assessments. Table 1 compares the reliability figures found for the original versions of the major axis II interviews in studies conducted by their developers. As can be seen, the interrater reliability of the DSM-III version of the DIPD compares favorably with that achieved by the PDE, PDI, and SIDP. The short-term test-retest reliability of the DSM-III version of the DIPD com pares favorably with that achieved by the DSM-III version of the SIDP in addition to the DSM-III-R version of the SCID-II.
METHOD
A total of 12 master's or doctoral level raters participated in this study: three from each of the overall study's four patient recruitment sites (Brown, Columbia, Harvard, and Yale). Each rater had been trained in the use of the SCID-I and the DIPD-IV by one of us who is also the developer of the DIPD-IV (MCZ). Each rater first participated in a week long centralized training session and then returned to his or her home site to complete training. Each rater observed a minimum of three interviews and was ob served conducting a minimum of three interviews. Training was consid ered complete when the principal investigator for each site, after observing full axis I and II evaluation, certified that the rater was sufficiently pre pared to begin to interview subjects independently.
Interrater reliability was assessed using 27 videotapes and median k are presented for 84 rater pairs. Test-retest reliability was assessed using two direct interviews of 52 subjects. Approximately equal numbers of in terviews were conducted at each site (Brown = 13, Columbia = 17, Har vard = 10, and Yale =12) and as the reliability figures were very similar at all of the sites, only the overall test-retest results are presented below. The first interview was conducted as part of the study's intake procedure and the second interview, which was conducted by a separate blind in terviewer, occurred seven to 10 days after the initial diagnostic assess ment.
Subjects were recruited for the reliability studies at each site by the project coordinator for that site. Subjects were selected more for availabil ity than prototypicality and thus, our reliability subjects represent a sam ple of convenience more than one of design. Dimensional reliability figures were also calculated for each axis II disorder (i.e., the number of criteria rated as present and of clinical significance for each disorder were summed for each interview and then compared with one another) .
The k statistic was used to calculate both the interrater and test-retest reliability figures for axis I diagnoses and categorical axis II diagnoses, k were only computed for disorders diagnosed five times or more. This cutoff was selected to ensure that our results would be comparable with those of other research groups who used this cutoff as avoid the highly unstable results that can occur when lower cutoffs are used. Because not every in terrater reliablity tape was viewed by all 12 raters, median pairwise com parisons, which were computed separately for each disorder by taking the fiftieth percentile k for all pairs of raters, were used rather than mean k.
For the same reason, the Pearson r statistic was used to calculate both the interrater and test-retest dimensional reliability figures rather than intraclass correlational techniques. Table 2 details the reliability results for categorical axis II diagnoses. As can be seen, fair-good median interrater k were found for all disorders but antisocial. The median k for antisocial personality disorder was 1.0. All of the test-retest k, except for those for narcissistic personality disorder and paranoid personality disorder, were also in the fairgood range. Although the k for narcissistic personality disorder (1.0) was extremely high, the k for paranoid personality disorder (.39) was in the poor range as outlined by Fleiss. Interestingly, the test-retest k for three of our four target disorders (avoidant, borderline, and obsessive compulsive personality disorder) were marginally higher than the interrater k for these disorders.
RESULTS
Dimensional reliability figures for axis II are detailed in Table 3 . As can be seen, they were generally found to be substantially higher than their categorical counterparts. All of the median Pearson r for interrater relia bility were in the excellent range except for that for schizoid personality disorder (.69). Seven test-retest reliability figures were also in the excellent range. However, the Pearson rs for all three of the odd cluster dimensions (IV = 8) l.Y = 9) *k were only calculated for disorders diagnosed five times or more. and for depressive and histrionic personality traits or features were in the fair-good range (.52-. 72). Table 4 details the k obtained for axis I disorders. As can be seen, ex cellent median interrater k were found for six of the 10 disorders diag nosed five times or more, whereas fair-good median interrater k were found for the other four axis I disorders. In general, the test-retest relia bility figures for axis I disorders were somewhat lower than the interrater (IV =7) .77 (IV =25) .76
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reliability figures. The test-retest k for three of the disorders were in the excellent range. Of the k for the remaining seven disorders, six were in the fair-good range, whereas one for dysthymia was in the poor range (.35 ).
DISCUSSION
Three main findings have emerged from this study. The first finding is that the levels of both interrater and test-retest reliability that were found for categorical axis II disorders are quite good. Almost all of these k were in the fair-good range. This is consistent with the results of numerous single site DSM-III and DSM-III-R studies reviewed by Zimmerman (1994) . These results are also consistent with the results of a multisite study of the test-retest reliability of the DSM-III-R version of the SCID-II (First et al., 1995) . In addition, they are consistent with the results of a single site study that used the SCID-II to assess both the interrater and test-retest reliability of axis II disorders according to DSM-IV criteria (Maffei et al., 1997) .
As noted in Table 1 , the interrater reliability of the original (DSM-III) version of the DIPD was previously assessed in a sample of 43 inpatients at McLean Hospital in Belmont, MA, whereas the test-retest reliability of this version of the instrument was assessed in a sample of 52 McLean inpatients (Zanarini, Frankenburg, Chauncey, & Gunderson, 1987) . In terrater k ranged from .52 to 1.0, with a median k of .92. The test-retest k ranged from .46 to .85, with a median k of .68. In the current study, interrater k ranged from .58 to 1.0, with a median k of .68. The test-retest k ranged from .39 to 1.0, with a median k of .69. In general, the test-retest reliability figures found in both studies are quite similar. How ever, the interrater reliability figures obtained in the current study are somewhat lower than in the earlier DIPD reliability study. This discrep ancy is not surprising since the original DIPD reliability study involved only three raters (one of whom had developed the DIPD) and all interrater reliability interviews were conducted conjointly. This study design con trasts with that of the current study, which had 12 raters from four sites and where interrater reliability interviews were taped by one rater and then viewed later by the other 1 1 raters. It may be that videotaped inter views do not convey as much clinical information as in-person interviews. In our experience, it is easier to maintain hours of careful attention in a conjoint interview than to maintain attention while viewing a videotaped interview.
It should also be noted that the reliability figures for our four main axis II disorders (avoidant, borderline, obsessive compulsive, and schizoty pal personality disorders) were marginally higher than those for the other axis II disorders. It is probable that this difference reflects both the greater frequency with which these disorders were found in our reliability samples and the greater emphasis that they received in training.
The second main finding in this study is that the dimensional levels of axis II reliability are substantially higher than those we found for categori cal diagnoses. This finding is consistent with those of earlier studies that assessed axis II pathology dimensionally (Dreessen & Amtz, 1998; Loranger et al., 1994; Maffei et al., 1997) . It also suggests that raters tended to agree on whether a subject displayed character pathology on a certain dimension but disagreed on the exact number of diagnostic criteria that the subject met. Of course, if axis I disorders were assessed dimensionally, the resulting criteria counts would also probably be shown to have higher reliability than their categorical counterparts.
The third main finding is that the k we achieved for axis I disorders, both interrater and test-retest, are quite good. They are also as consistent with those achieved by earlier studies using DSM-III-R criteria for these disorders; both a single site study (Skre et al., 1991 ) that used raters of varying educational backgrounds and a multisite study that relied mainly on fully trained psychologists or psychiatrists as raters (Williams et al., 1992) . This finding is important for a longitudinal study of personality dis orders because axis I comorbidity is a crucial covariate in addition to being a key descriptive area of investigation.
Taken together, the results of this study suggest that both axis I and axis II disorders can be diagnosed reliably when using appropriate semistructured interviews. They also suggest that the reliability of axis II disorders is roughly equivalent to that found for most axis I disorders. This latter finding is notable because it is commonly assumed that axis II disor ders are far less reliably diagnosed than axis I disorders. This finding is also notable given the "'skip-out" structure of the SCID-I, which probably enhances reliability and the lack of this feature in the DIPD-IV. When viewed together, the results of this study should be particularly encourag ing to all researchers who wish to assess axis II psychopathology.
